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Fracture-dislocations of the carpometacarpal (CMC) joints are
relatively rare hand injuries that represent less than 1% of all
lesionsof thehand.1These injuries typicallyoccurowing to falls,
fights, and high-energy traumas, such as falls froma height, car
accidents, motorcycle accidents, and automobile-pedestrian
crashes.2–4 Unfortunately, such injuries are frequently over-
looked or missed. Delayed diagnosis or treatment of these
injuries could lead to poor outcomes, including residual pain,
hand dysfunction, deformity, and secondary arthritis.5–7 CMC
joint dislocation can be treated using several measures, includ-
ing closed reduction with immobilization, closed reduction

with percutaneous fixation, and open reduction with internal
fixation. The strategies vary as per the severity and type of
injury, the timing of surgery, and whether closed reduction is
successful or not.

Herein, we report a rare case presenting with dislocation
of all four ulnar CMCs, from the second to thefifth, associated
with a fracture of the fourthmetacarpal base. In this case, the
irreducible and unstable lesion preceded by closed reduction
in the acute phase was successfully treated with open
reduction of the interposed base fragments of the fourth
metacarpal.
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Abstract Background Fracture-dislocations of all four ulnar (second to fifth) carpometacarpal
(CMC) joints are rare hand injuries and frequently overlooked or missed. These injuries
can be treated conservatively when closed reduction is successfully achieved, though
they are sometimes irreducible and unstable.
Case Description We report the case of a 17-year-old boy involved in a vehicular
accident. Clinical images showed dorsal dislocation of all four ulnar CMC joints of the
left hand associated with a fracture of the base of the fourth metacarpal. Although
closed reduction was attempted immediately, the affected joints remained unstable
and easily redislocated. Therefore, we performed open reduction and percutaneous
fixation of all ulnar CMCs. He showed excellent recovery after 1 year postoperatively,
reported no pain, and demonstrated complete grip strength and range of motion of
the affected wrist and fingers.
Literature Review Accurate clinical diagnosis of this lesion is difficult because of
polytrauma, severe swelling masking the dislocated CMC joint deformity, and over-
lapping of adjacent metacarpals and carpal bones on radiographic examination. As for
the treatment strategy, it has yet to obtain a consensus. Some reports value open
reduction to guarantee anatomical reduction, and it is definitely needed in the patients
with interposed tissues to be removed or with subacute and chronic injuries.
Clinical Relevance Delayed diagnosis or treatment could lead to poor outcomes.
Therefore, surgeonsmust be aware that precise preoperative assessment is critical, and
anatomical open reduction of interposed bony fragments, like our case, may be
required even in an acute phase.
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Case Report

A 17-year-old right-handed boy was involved in a vehicular
accident. He was emergently transported to the nearest hos-
pital andwas diagnosedwith traumatic subarachnoid hemor-
rhage. He also presented with severe pain and swelling on his
left hand. Radiographic examination and a computed tomog-
raphy (CT) scan of his left hand showeddorsal dislocation of all
ulnar CMCs associated with a base fracture of the fourth
metacarpal (►Fig. 1). The intracranial lesion was stable and
treated conservatively. Simultaneously, he underwent closed
reduction for the hand, and the hand was fixed using a dorsal
splint on the same day. However, the affected joints remained
unstable and easily redislocated because of inadequate reduc-
tion. He was then transferred to our hospital for further
treatment the next day (►Fig. 2). Under general anesthesia,
the patient underwent an intraoperative fluoroscopy, which

revealed a fracture at the base of the fourth metacarpal with
dorsal displacement, situated between the fourth metacarpal
and carpal bones. Closed reduction probably failed owing to
this interposition.We, therefore, performed surgical exposure
using a dorsal longitudinal incision. The preoperative images
indicated that the base fragments of the fourth metacarpal
were dorsally rotated and dislocated. Hence, only longitudinal
traction or compression toward the volar side would be
insufficient for reduction (►Fig. 3). We then performed an
open reduction using an intrafocal leverage technique. After
the interposed fragment was dorsally released, anatomical
reductionwas easily and successfully achieved. Finally, percu-
taneous fixation of all four CMCs using Kirschner wire ([KW]
1.5mm) was performed (►Fig. 4).

A knuckle cast was used to immobilize the metacarpo-
phalangeal joints for 4 weeks. The KWs were removed8
weeks after surgery. One year after surgery, he demonstrated

Fig. 1 (A) An anteroposterior radiographic view (B, C) and computed tomography scan images. (B) Sagittal views (C) and three-dimensional
images detected the bony fragments of the fourth metacarpal base.

Journal of Wrist Surgery Vol. 10 No. 2/2021 © 2020. Thieme. All rights reserved.

Ulnar Carpometacarpal Joints Dislocation Kimura et al. 165

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



painless full range of motion of all fingers and the wrist and
satisfactory grip strength (right hand: 36 kg; left hand:
30 kg). He achieved excellence in the Cooney functional score
and scored 0 on the Disabilities of the Arm, Shoulder, and
Hand (DASH) questionnaire. Radiographs and CT images
demonstrated proper congruity of all ulnar CMC joints and
bone union at the fracture site (►Fig. 5).

Discussion

Dislocation of all four ulnar CMC joints is rare. Although there
are some case reports on such occurrences, the frequency is
still undocumented. According to past reports, more than
three contiguous CMC fracture-dislocations are more often

associated with very high-energy trauma,4,8 as was seen in
our case. The most possible dynamic mechanism of ulnar
CMC joint dislocations is a blow with a closed fist, which
causes an axial load and shear stress that could result in
fracture-dislocation as well as a ligamentous avulsion.9,10

Dorsal dislocations occur much more frequently than volar
dislocations because CMC joints are anatomically aligned
such that they demonstrate instability in the dorsal direc-
tion.11 Although divergent dislocations could occur, they are
much rarer and more exceptional.10,12

Accurate clinical diagnosis at the time of the initial visit
could be difficult because it is seen in cases of acute poly-
trauma, with severe swelling of the hand masking the dis-
located CMC joint deformity. Moreover, the overlapping of

Fig. 2 (A–C) Preoperative physical findings of the dorsal, lateral, and volar views. The patient’s left hand was severely swollen the day after the injury.

Fig. 3 Intraoperative findings from the dorsal view. The displaced fourth metacarpal was not reduced (A) , and once the interposed base
fragment (white arrow) was released (B), anatomical reduction was finally obtained (C).
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adjacent metacarpals and carpal bones may also make it
difficult to observe on radiographic examination. Henderson
and Arafa described that 15 (71%) of 21 patients with CMC
joint dislocations were missed when they first presented.2

Even though the presence of CMC joint dislocations is possi-
bly diagnosed by radiographs, accompanying fractures of the
metacarpal base or the distal carpal row are still obscure.
Thin-slice CT images are strongly recommended for quick

Fig. 4 (A–C) Postoperative radiographs. Direct visualization of congruent four carpometacarpal joints, 1.5-mm Kirschner wires were inserted
percutaneously.

Fig. 5 Image findings of the hand in the final follow-up period. (A) Anteroposterior and lateral radiographic views and (B) coronal and (C) sagittal
computed tomography scans described the sustained anatomical congruity of all affected joints.
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and accurate diagnosis.11 They provide doctors with affluent
information of the lesion such that a treatment strategy can
be planned at the earliest. Steinmetz et al reported that delay
in diagnosis and treatment could lead to residual subluxa-
tion; therefore, precise diagnosis and treatment in the acute
period allow for easier reduction.4

Treatment for fracture-dislocations of ulnar CMC joints has
been debated in the literature, and it has yet to obtain a
consensus. When these injuries are diagnosed accurately
and are acute injuries, some reports support conservative
management.13,14 Conversely, Kjaer-Petersen et al described
the disadvantage of closed reduction with casting that could
result in inadequate reduction of fracture-dislocations of the
fifth CMC joint.3 Anatomically, the range of motion increases
fromthesecond tofifthCMC joints as the jointgoes fromradial
to ulnar. The fifth CMC joint has the greatest overall range of
motion; it can simultaneously flex and adduct.15,16 El-Shen-
nawy et al analyzed the kinematics of the ulnar CMC joints
using motion analysis and three-dimensional CT images.16

According to their research, the flexion/extension motions of
the second and third CMC joints (11 and 7 degrees) were
described to bemore limited than those of the fourth and fifth
CMC joints (20 and 27 degrees), even more so in radioulnar
deviation and pronosupination motion as well. Therefore, the
fourth and fifth CMC joint dislocations may be prone to
inadequate reduction with conservative treatment using a
splint or cast. Because of that, all four ulnar CMCs must be
rigidly fixed using KWor other fixators. Whether open reduc-
tion is needed or not depends on the results of closed reduc-
tion. In acute periods, closed reduction is often successfully
achieved; meanwhile, some authors recommended an open
approach to guarantee anatomical reduction.6,8,12,17 In partic-
ular, open reduction is definitely needed when there are
interposed tissues to be removed8,18orwhen closed reduction
is unsuccessful in patients with subacute and chronic inju-
ries.4,19 In our case, the dislocation did not reduce because of
the interposed displaced fourth metacarpal base fragments.
Therefore, direct anatomical reduction of the fragment with
open reductionwas necessary. This direct exploration enabled
us to eliminate interposed tissues, reduce the dislocation or
displacementeasily, andalso confirmaccuratecongruityof the
joint. Although many surgeons may prefer closed reduction
andhesitate toconvert it toopen reduction,webelieve that the
strategy of open reduction should be considered for obtaining
anatomical reduction and precise congruity.

In summary, we demonstrated treatment of a case with the
rare injury of dorsal fracture-dislocation of all four ulnar CMC
joints. Closed reduction was unsuccessful, even though the
patient was in an acute conditionbecause of displaced fourth
metacarpal base fragments. Using open reduction and rigidKW
fixation, excellent outcomes were obtained. In such injuries,
precisepreoperativeassessmentusingCTscans isofgreat value,
and anatomical open reduction is strongly recommended.

Ethical Approval
Informed consent was obtained from the patient and his
parents for publication.

Funding
None.

Conflict of Interest
None declared.

References
1 Siddiqui YS, Zahid M, Sabir AB, et al. Multiple carpometacarpal

fracture dislocation of the hand: an uncommon pattern of injury
which is often missed: a case report with review of literature.
J ClinDiagn Res 2011;5(03):618–620

2 Henderson JJ, Arafa MA. Carpometacarpal dislocation. An easily
missed diagnosis. J Bone Joint Surg Br 1987;69(02):212–214

3 Kjaer-Petersen K, Jurik AG, Petersen LK. Intra-articular fractures
at the base of the fifth metacarpal. A clinical and radiographical
study of 64 cases. J Hand SurgBr 1992;17(02):144–147

4 Steinmetz G, Corning E, Hulse T, et al. Carpometacarpal fracture-
dislocations: a retrospective review of injury characteristics and
radiographic outcomes. Hand (N Y) 2019;11:1558944719852743

5 Zhang C, Wang H, Liang C, et al. The effect of timing on the
treatment and outcome of combined fourth and fifth carpome-
tacarpal fracture dislocations. J Hand Surg Am 2015;40(11):
2169–2175.e1

6 Lawlis JF III, Gunther SF. Carpometacarpal dislocations. Long-term
follow-up. J Bone Joint Surg Am 1991;73(01):52–59

7 Hunt TR III. Degenerative and post-traumatic arthritis affecting
the carpometacarpal joints of the fingers. Hand Clin 2006;22(02):
221–228

8 Prokuski LJ, Eglseder WA Jr. Concurrent dorsal dislocations and
fracture-dislocations of the index, long, ring, and small (second to
fifth) carpometacarpal joints. J Orthop Trauma 2001;15(08):
549–554

9 Yoshida R, Shah MA, Patterson RM, Buford WL Jr, Knighten J,
Viegas SF. Anatomy and pathomechanics of ring and small finger
carpometacarpal joint injuries. J Hand Surg Am 2003;28(06):
1035–1043

10 Moriya K, Saito H, Takahashi Y, Ohi H. Divergent fracture-dislo-
cation of thehamatometacarpal joint: case report. J Hand Surg Am
2011;36(01):47–51

11 Gehrmann SV, Grassmann JP, Schneppendahl J, et al. Treatment
strategy for carpometacarpal fracture dislocation [in German].
Unfallchirurg 2011;114(07):559–564

12 Hani R, Jeddi I, Berrada MS. Divergent dislocation of the carpo-
metacarpal joints: a case report. J Med Case Reports 2018;12(01):
157

13 Storken G, Bogie R, Jansen EJP. Acute ulnar carpometacarpal
dislocations. Can it be treated conservatively? A review of four
cases. Hand (N Y) 2011;6(04):420–423

14 Saing MH, Lee SY, Raphael JS. Percutaneous pinning of fifth
carpal-metacarpal fracture-dislocations: an alternative pin tra-
jectory. Hand (N Y) 2008;3(03):251–256

15 Austin NM. The wrist and hand complex. In: Levangie PK, Norkin
CC, eds. Joint Structure and Function: A Comprehensive Analysis.
5th ed. Philadelphia, PA: Davis; 2011:305–353

16 El-Shennawy M, Nakamura K, Patterson RM, Viegas SF. Three-
dimensional kinematic analysis of the second through fifth
carpometacarpal joints. J Hand Surg Am 2001;26(06):1030–1035

17 Pundkare GT, Patil AM. Carpometacarpal joint fracture dislocation
of second to fifth finger. ClinOrthopSurg 2015;7(04):430–435

18 Peace WJ, Abrams RA. Simultaneous dorsal dislocations of the
carpometacarpal joints of all four fingers. Orthopedics 2010;33
(02):121–123

19 Sharma AK, John JT. Unusual case of carpometacarpal dislocation
of all the four fingers of ulnar side of hand. Med J Armed Forces
India 2005;61(02):188–189

Journal of Wrist Surgery Vol. 10 No. 2/2021 © 2020. Thieme. All rights reserved.

Ulnar Carpometacarpal Joints Dislocation Kimura et al.168

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.


